Conclusions What mattered to people with COPD encompassed not just health-related issues but also meaning, purpose and relationships. This underlines the importance of a patientcentred and holistic approach to delivering healthcare. This co-production process provided a non-clinical setting in which the patient voice could be heard and provide a meaningful input for health service planning. 
Abstract P33 Table 1 Themes Introduction Isolated mediastinal and/or hilar lymphadenopathy (IMHL) is a common indication for EBUS-TBNA. Causes of IHML include granulomatous and malignant disorders or reactive lymphadenopathy due to associated comorbidity (eg emphysema, cardiac failure). A previous study developed a risk stratification model following a negative EBUS-TBNA for IHML to guide future sampling/surveillance0
. 1 We conducted a prospective validation of this model. Methods Consecutive patients undergoing EBUS-TBNA for IMHL at two large EBUS centres in Greater Manchester underwent prospective risk stratification immediately prior to EBUS. Low risk was defined as the presence of at least one comorbidity known to be associated with IMHL AND largest lymph node diameter less than 20 mm, short axis. EBUS-TBNA pathology, Results of any subsequent lymph node sampling and a minimum of six months clinical-radiological follow-up were used to define the final diagnosis in each case. Results 298 patients (mean age 58.4 years) with IHML underwent EBUS-TBNA between September 2013 and December 2016 (table 1) . Pathological diagnosis of malignancy or granulomatous disease was established by EBUS-TBNA in 98 patients. Of the 200 patients with negative EBUS-TBNA, 143 were ultimately diagnosed with reactive lymphadenopathy, and 57 patients categorised as false negative (46 with sarcoidosis). In the 200 patients with a negative EBUS, all 84 patients prospectively classified as low risk were subsequently diagnosed with reactive lymphadenopathy (NPV 100%). All patients with false negative EBUS were initially classified as high risk (PPV 48%). Only 2/86 patients classified as low risk pre EBUS had a pathological diagnosis at EBUS-TBNA (lung cancer and TB).
Conclusions The risk stratification model following negative EBUS in IMHL has been validated across two EBUS centres demonstrating an excellent NPV. It may provide a simple tool to aid decision making following negative EBUS for IMHL, questioning the role of further sampling or surveillance in such cases. The use of this model as a pre-test decision aid to possibly avoid EBUS-TBNA in low risk patients is a topic for debate and further research. Introduction EBUS-TBNA is the current gold standard technique for lymph node sampling in mediastinal lymphadenopathy. Traditionally our trust has used size 21 gauge needles for all EBUS-TBNA cases, however recently we have used 19 gauge needles in an effort to increase diagnostic yield. We present preliminary Results from a small, randomised, single centre study assessing the sensitivity and safety of 19 gauge EBUS needles versus 21 gauge EBUS needles in EBUS-TBNA. Methods Patients attending for EBUS-TBNA were prospectively randomised to either 19 gauge or 21 gauge groups. Samples were sent for analysis and the pathologist was blinded to the needle size used. The primary outcomes measured were positive sampling of lymphoid tissue and diagnostic sampling.
Complications including severe bleeding and pneumothorax were included in the analysis. Conclusions/Limitations Currently our study has shown no significant difference in either sensitivity or safety between 19 and 21 gauge EBUS-TBNA. However we recognise that as yet our study is under powered and continued enrolment of patients is required to obtain valid Conclusions Given that size 21 gauge needles confer a significant cost saving (£7800 per annum) our trust are likely to continue using these needles if our preliminary Results are confirmed.
Introduction Endobronchial ultrasound-guided transbronchial needle aspiration (EBUS-TBNA) facilitates diagnosis of hilar and mediastinal lymphadenopathy. The procedure usually requires two operators; one guiding the bronchoscope and other undertaking needling for biopsy. British Thoracic Society Quality Standards recommend a diagnostic yield of 88%. Increased training and experience has been shown to improve diagnostic yield over time. 1 Services face a potential conflict between delivering a high quality service, as evidenced by high diagnostic yield, and training specialty registrars. Our EBUS-TBNA trainers have trained 35 trainees since 2011. We evaluated EBUS diagnostic yield at a tertiary centre with procedures carried out by trainer and trainee operators. Methods Retrospective analysis of two operator EBUS-TBNA procedures from March 2011 to December 2016 was carried out. Data was collected on gender, age, procedure date and clinicians
